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The purpose of this study was to explore factors of weakness in nurses’ use of the SOAP format on the nursing record in
their daily nursing service. In addition, to propose an idea for an optimum method for keeping nursing records. The structure
of the SOAP format was set up to utilise extraction of problems style. Subjective Data or Objective Data were unable to
function in isolation due to underived Assessment and Plan. However, information of isolation data can sometimes signal a
serious problem or mean something.
We researched the 25 nurses working in a unit of a hospital, and asked them whether they had had an experience of
discarded information actually turning out to be of importance. In one instance, a nurse gave attention to the behavior of one
patient, though it was difficult to record by use of the SOAP format on the nursing record. Afterward that patient became
fatal, so that the behavior of the patient at that time was of significance for later.
The SOAP format was superior in terms of enabling the record of nurse’s observations and thinking to be written briefly.
At the same time it was fraught with possibilities of loss of key information. It is getting even more complicated if nurses
have to record the patients’ data all of the time in chronological order. Electronic health record system has increased in the
past few decades. It is suggested that by use of Folding mode and Development mode of electronic health record system it
may become almost possible to create a clear, concise and detailed record.
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1. はじめに
　　かつて看護記録は経時記録が主流であったが
1973 年 に 問 題 志 向 型 シ ス テ ム (POS ： Problem
Oriented System)の記録方法が日本に紹介され、看
護記録のあり方に影響を与えた[1]。POSの一構成部
分 で あ る 経 過 記 録 は SOAP(S:Subjective Data,



























































































































































































































































































































[3] 林茂. エキスパートナースMOOK11わかりやすいPOS. 照林
社2003；24-32.
表1 看護記録に記載しなかったデータ 表2 患者kについての自由記載内容と公式看護記録
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